Introduction
The global suicide rate has increased 60% over the past 45 years. Many complex biosociocultural factors affect the act of suicide and family and individual crisis situations (World Health Organization, 2009) . Different countries and areas have disparate suicide rates. Most suicides occur in Asia, which is estimated to account for up to 60% of the world's suicides. Internationally, epidemiological trends show high suicide rates (per 100,000) in many countries, including Singapore ( Taiwan, ROC, 2011a) . Public health policies have been established in Taiwan to reduce and prevent the incidence of suicide (Lee, Tai, Liao, & Chiang, 2006) .
Hualien County is located in eastern Taiwan and has a population of approximately 340,000 (Hualien County Government, 2010) . Kaohsiung County is located in southern Taiwan, with a population of approximately 1,250,000 (Kaohsiung County Government, 2009 ). According to official statistics, the 2009 suicide rate was 20.5 in Hualien County and 18.2 in Kaohsiung County (Department of Health, Executive Yuan, Taiwan, ROC, 2011b). Su, Chiu, Kuo, Chen, and Lee (2005) found multiple influences on and differences in the prevalence of suicidal behavior among various ethnicities and discrete populations. East Taiwan had the highest suicide rate of Taiwan's four geographical regions. Several studies also found that predominantly indigenous Malayo-Polynesian areas and nonurban township areas in East Taiwan had higher suicide rates than the region's metropolitan areas (Jhou, Chi, & Hsieh, 2010; Lu, Ho, Lee, & Yen, 2003) . Approximately 26.57% of Hualien County consist indigenous residents (Hualien County Government, 2010) . Chu (2000) explored the phenomenon of indigenous suicide in Hualien County and found that, in this group, (a) rising divorce rates and early remarriage are potentially related to suicide; (b) relatively low income impacts health, economic, and social development; and (c) excessive drinking is a chronic and serious social problem. The higher rate of suicide among the indigenous population may be due to the issue of alcoholism. The study by Ko, Liu, and Shieh (1994) found that suicide mortality was high among the indigenous population and that most cases involved alcoholism. When indigenous people cannot cope with the stresses of social change, they tend to consume alcohol and attempt suicide as a way to cope.
Several international studies have highlighted a relationship between suicide and social economic status. In Italy, divorced women had higher suicide rates than married women, and in some geographical regions, they had suicide rates similar to men (Masocco et al., 2010) . One Australian study examined a subsample of 522 suicide ideators from that country's Personality and Total Health Through Life Project and found unemployed middle-aged men to have a higher risk of suicide than employed men (Fairweather, Anstey, Rodgers, & Butterworth, 2006) . The employment status of Australia's indigenous population was found to be relatively unstable, with indigenous incomes averaging below the general population. Bromet et al. (2007) studied 4,725 adults in Ukraine and found alcohol abuse to be a significant risk factor in attempted suicide. Thus, the issue of suicide in indigenous populations deserves attention. Sun, Long, Boore, and Tsao (2006) reported that those who attempted suicide were transferred to acute psychiatric wards for treatment and were cared for by the mental health team. However, eastern Taiwan has relatively limited medical resources compared with southern Taiwan. As of 2009, only 1.4% (278 of 20,306) of Taiwan's medical care institutions, 1.9% (3,846 of 198,056) of its practicing medical personnel, and 7.0% (417 of 6,752) of its acute psychiatric beds were located in Hualien County (Department of Health, Executive Yuan, Taiwan, ROC, 2010). Hualien County is the largest county in terms of area of Taiwan's 21 counties Health, Executive Yuan, Taiwan, ROC, 2010) . In the United States, relatively rural mountain states have higher suicide rates than the more urban mid-Atlantic and New England states. One reason for this difference is the relative availability of mental health services (Desai, Dausey, & Rosenheck, 2005) . By contrast, Hualien County has a higher than average percentage of acute psychiatric beds, and the ratio of medical care institutions to practicing medical personnel is lower than in Kaohsiung County. Thus, Hualien County still lacks medical resources.
In general, the risk of suicide after hospital discharge is particularly high among those admitted for attempted suicide. Deisenhammer, Huber, Kemmler, Weiss, and Hinterhuber (2007) found that 28.4% of their sample committed suicide within 7 days of discharge. These results speak to the complex nature of suicide and the importance of educating families on providing care for suicidal patients after discharge. Families have a crucial role in caring for their relatives. Although some suicides are nonpreventable, the healthcare system should nonetheless do its utmost to ensure that the ''best possible'' care is provided to aid recovery in both the hospital and the patient's home. This is, at present, the only study to compare the care that suicidal patients receive at home in different geographical regions in Taiwan. The aim of this study was to explore and examine the home care provided by families to relatives who had recently been discharged from a hospital after suicide attempts in East and South Taiwan.
Methods

Design
Because of its emphasis on experience and basic social processes (Wilson & Hutchinson, 1991) , the authors chose grounded theory as the most appropriate method to use. Because the research concerned an experience (suicide care), the phenomenon in question was a process (home care process by family caregivers) and the goal was the development of a theory (Denzin & Lincoln, 2000) .
Participants
A convenience sample was initially used (Chiovitti & Piran, 2003) , and theoretical sampling guided the selection of further participants (Williams, 1998) . In other words, sampling was based on the emergence of concepts, subcategories, and categories for the development of a theory. Theoretical sampling was used to select participants from eastern and southern Taiwan. For example, when the category ''On guard day and night'' began to emerge from the data in Group 1, an additional two family caregivers were selected to elicit more data about variations along this dimension to reach category saturation. Using a pairing method, we started with one patient and one family caregiver in East and South Taiwan, respectively, and continued until theoretical saturation was achieved. Information was collected from two groups, each from a discrete Taiwan region. Group 1 comprised hospital-discharged suicide patients (n = 15) and family caregivers (n = 15) in eastern Taiwan, and Group 2 comprised hospital-discharged suicide patients (n = 15) and family caregivers (n = 15) in southern Taiwan. The reasons for choosing these two locations were based on racial differences and location convenience. East Taiwan includes significant populations of indigenous Malayo-Polynesians, different from the predominantly Chinese population of the South. In eastern Taiwan, participants comprised eight women and seven men. Ten had been diagnosed with depression, and five were diagnosed with schizophrenia. Their mean age was 30 years, and most had high school education as their highest formal academic achievement. The age of most participants was between 30 and 49 years, which is similar to the Department of Health, Executive Yuan, Taiwan, ROC (2011b) results, suggesting that the highest rate of suicide is between 25 and 44 years of age in Taiwan. Family members included 2 men and 13 women, with a mean age of 50 years. Most had high school education as their highest formal academic achievement. Relationships to the discharged suicide participants included spouse (n = 1), parent (n = 9), sibling (n = 3), and child (n = 2). In southern Taiwan, patient participants included 12 women and 3 men. Fourteen had been diagnosed with depression, and one was with schizophrenia. Mean age was 40 years, and most had high school education as their highest formal academic achievement. Family members included nine men and six women, with a mean age of 40 years. Most had high school education as their highest formal academic achievement. Relationships to the discharged suicide participants included spouse (n = 6), parent (n = 4), sibling (n = 3), and child (n = 2; Table 1 ). The patient sample was restricted to those who either had suicidal ideations for 2 weeks prior to data collection or had previously made a suicide attempt(s). The family member sample was restricted to those family members who had cared for their relatives at least 3 days after hospital discharge.
Data Collection
The study was conducted in two hospitals in southern Taiwan in 2006 and two hospitals in eastern Taiwan in 2007 . A research assistant interviewed participants in southern Taiwan, and a head nurse did so in eastern Taiwan. Interviewers were trained by the lead researcher (Fan-Ko Sun) to achieve consistency of interview technique and implementation. The four steps for approaching participants were as follows: (a) participants were referred by psychiatric physicians; (b) interviewers explained the study purpose; (c) interviewers and participants established a relationship during hospitalization; and (d) after patients had been discharged for at least 1 week, each participant was interviewed once for approximately 60 minutes. Each patient and family caregiver was interviewed separately. Thirty-five patients and family caregivers in eastern Taiwan and 30 patients and family caregivers in southern Taiwan were contacted. However, 20 in eastern Taiwan and 15 in southern Taiwan declined to be interviewed. Reasons for refusal included the stigma of suicide, poor or strained relationships with family, and being too busy.
Interview locations were adjusted to meet participant preferences. Interviews took place in a quiet room in the hospital (n = 37) or in the home (n = 23). The initial interview guide for both family caregivers and discharged suicide participants examined the following themes: (a) thoughts and feelings about home care, (b) communication strategies used in the home, (c) difficulties experienced, (d) coping strategies for the difficulties, (e) use of outside resources, (f) relationship dynamics, (g) reasons people attempt suicide, and (h) suicidal ideations or attempted suicide after discharge. Following grounded theory tenets, after the initial interviews had been conducted and analyzed, interview guides were adapted to reflect emerging concepts. This process continued throughout the research process and stopped when theoretical saturation of emerging concepts was achieved.
Ethical Considerations
The four hospitals' ethics committees approved the research proposal. Each participant was informed of research purpose, and a consent form was signed. Several steps taken to protect participants from harm included (a) rigorous criteria for selection and exclusion, which included a psychiatrist and lead researcher assessing patients to determine their fitness to participate and ability to understand the meaning of informed consent; (b) leaving the consent process open-ended; (c) interviews that were conducted only when patients felt able and willing to share feelings and thoughts about suicidal ideations or suicide attempts; (d) counseling support that was made available for all participants after each interview; and (e) confidentiality that was maintained by using codes to identify participants.
Rigor
Four steps were used to improve study credibility (Lincoln & Guba, 1985) . These included the following: (a) prolonged involvement by the interviewers in southern Taiwan required meeting with patients after their admission and going to the hospital twice a week to enhance interpersonal trust; (b) data and investigator triangulation required four researchers to analyze all 60 interviews conducted in the four hospitals and identify similar findings; (c) member checks were undertaken when findings were shown to eight participants (four family caregivers and four discharged attempted-suicide participants), resulting in several amendments; and (d) three PhD nurse teachers experienced in grounded theory research checked one transcription and all of the narrative exemplars to determine whether the concepts, subcategories, and categories that emerged matched those of the key researchers.
Data Analysis
In grounded theory, data collection, coding, and analysis are simultaneous processes that run from the beginning of a study to its conclusion. The approach further combines both inductive and deductive methods (Strauss & Corbin, 1990 ). In the current study, findings emerged inductively from interview data and were verified deductively using theoretically sampled data and relevant articles in the literature. Data were analyzed using a synthesis of the Strauss and Corbin (1998) analytical framework, which comprises open, axial, and selective coding, and Eaves's (2001) 12 analytical steps to increase understanding and enhance grounded theory data analysis clarity. Eaves's (2001) framework was derived from Strauss and Corbin (1990) , Charmaz (1983), and Chesler (1987) . Stage 1: Open Coding. The authors used the first seven steps of Eaves's (2001) framework for rigorous open coding. This included (a) performing line-by-line in vivo coding, (b) developing shorter code phrases to capture main informant ideas, (c) composing reduced phrases by grouping together phrases with the same coding, (d) grouping these phrases to create clusters and then reducing them into labeled metaclusters, (e) designating these labels as concepts, (f) grouping similar concepts together to develop categories, and (g) identifying subcategories. After utilizing these steps, 12 categories and 29 subcategories emerged from the data from both East and South Taiwan.
Stage 2: Axial Coding. Authors used Step 8 of Eaves's (2001) framework to ensure that axial coding was carried out systematically. Thus, linkages were made among categories. During this step, we reflected on and examined relationships within the data using the constant comparative analysis technique and explored the literature to examine and compare intercategory relationships. Strauss and Corbin's (1998) paradigm model was used to link categories.
Stage 3: Selective Coding. Steps 9 through 12 of Eaves's (2001) framework were used to do methodical selective coding. The core category was identified in Step 9 and was used to represent the central theme or storyline of data.
Step 10 or core category led to the discovery of the basic social psychological process and the basic social processes. The minitheories of Step 11 were generated from the core category. Explanatory frameworks and a substantive theory were then developed.
Results
Twelve categories derived from the analysis were linked using Strauss and Corbin's (1998) paradigm model (see Table 2 ). Basic paradigm model components include (a) causal conditions, (b) contextual conditions, (c) intervening conditions, (d) action/interaction strategies, and (e) consequences. A substantive theory was then developed under the title, ''A theory to guide families and caregivers of those at risk for suicide'' (see Figure 1) . Detailed definitions of each category and narratives were published . In line with one grounded theory tenet, Figure 1 uses a Fstoryline' (Strauss & Corbin, 1998) , with each of the 12 categories in italics: An inability to cope with life coupled with discharged suicide patients' cognitive process prior to a suicide attempt influenced the differing degrees of self-destructive behavior. Patients were then admitted to psychiatric wards for treatment and care. After discharge, they were transferred Comparison of Family-Provided Suicide Care home to be cared for by their families. Family environment and the Chinese cultural environment both impacted those family members by holding primary caring responsibility for discharged suicide participants. With reference to intervening conditions, whereas some factors had a positive effect of caring, others acted as barriers to caring for suicidal participants. During the process of care, family members experienced overlapping and dynamic degrees of action and interaction among the categories. Family members were on guard day and night, which helped to ensure that their relatives felt safe and maintaining activities of daily living that promoted physical recovery, thus creating a nurturing environment that facilitated mental health healing. Finally, the positive consequences that emerged showed that some suicidal participants were regaining the desire to live. The negative consequence that emerged related to a few discharged suicide participants holding on to their recurrent suicidal thoughts and attempts. The emergent 12 categories outlined the process of care that family caregivers used when caring for discharged attempted-suicide participants in both eastern and southern Taiwan.
After completing an analysis of similarities between data from East and South Taiwan, the data were scrutinized again to examine differences in family care. Researchers used the same data analysis framework of open, axial, and selective coding (Strauss & Corbin, 1998) , with results revealing three subcategories and concepts that differed between the two regions. These three subcategories were (a) inadequate living conditions, (b) family members' attitudes toward discharged attempted-suicide patients, and (c) patient self-care (see Table 2 ). The next section compares the four main differences between eastern and southern Taiwan.
The East Taiwan Group Was Less Economically Well-Off Than Their South Taiwan Counterparts
In southern Taiwan, no one disapproved of their living conditions. In contrast, eight participants from eastern Taiwan 
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Fan- Ko Sun et al. expressed criticism of their living conditions. Some families in eastern Taiwan were living in impoverished homes. For example, one researcher interviewed a family who gathered recyclable garbage to sell. The researcher observed that the family's house was too small for the number of occupants and had no furniture. The researcher sat on the floor to interview the mother of the discharged attempted-suicide patient. Furthermore, eastern Taiwan participants reported quarreling often about money because of poor living conditions. Three narratives illustrate the effect of such conditions on people in eastern Taiwan:
Patient 20 (P20): My home has no telephone because we are poor. If we need to call someone in an emergency, we have to use a public telephone. It's not convenient. VOL. 20, NO. 1, MARCH 2012 Comparison of Family-Provided Suicide Care P26: My father-in-law, sister-in-law, and I all suffer from mental disease. My husband needs to look after us, but he has no job or money. We often end up quarreling about money, and we often eat only instant noodles to save money. P25: I feel our house is too small. We're living in an apartment and just have three rooms. There are five people living here, so I need to sleep with my grandmother, who hits me when my snoring disturbs her. Then, my grandmother, my mother, and my brother blame me for disturbing my grandmother. I feel no one is concerned about me.
Methods Used to Attempt Suicide Were More Lethal in the Eastern Group Than in the Southern Group
In southern Taiwan, 12 patients had attempted suicide more than once. Of the 15, most had attempted suicide using relatively mild lethal means, such as drug overdoses (n = 10) and/or cutting (n = 7), although a minority used relatively more lethal means such as hanging (n = 3), burning charcoal (n = 2), injecting air into a blood vessel (n = 2), or drowning (n = 1). In eastern Taiwan, 12 patients had attempted suicide more than once. Of the 15, most had attempted suicide by cutting (n = 9) and/or drug overdose (n = 8), and the researcher estimated that the suicide attempts were more serious than those in southern Taiwan. A minority used relatively more lethal methods such as jumping from high buildings (n = 3), consuming insecticide (n = 2), poisoning using home-use gases (n = 2), hanging (n = 1), drowning (n = 1), and traffic accident (n = 1). Overall, findings indicated that eastern Taiwan participants used more lethal methods to attempt suicide than those in southern Taiwan, for example, cutting wrists very deeply. Consequently, discharged attempted-suicide participants in eastern Taiwan experienced more physical injuries from their suicidal attempts than their southern Taiwan counterparts. However, this result may be because of unbalanced sampling. This study included 5 of 15 (33.3%) schizophrenia patients in the eastern Taiwan group and only 1 of 15 (6.7%) in the southern Taiwan group. Three narratives from eastern Taiwan illustrate the potentially serious effect of schizophrenia on suicidal ideations: 
Average Alcohol Consumption Was Greater in the Eastern Group Than in the Southern Taiwan Group
Participants in eastern Taiwan used more alcohol and experienced more family violence than those in southern Taiwan. In southern Taiwan, three patients were alcohol dependent, and none of the family caregivers perceived that the discharged attempted-suicide participants had violent tendencies. In contrast, six patients and two family caregivers were alcohol dependent in eastern Taiwan. Two family caregivers complained that the discharged attempted-suicide participants were violent toward them, and four family caregivers complained that the discharged participants would not listen to their requests to stop drinking. Because of alcohol and violence, the family caregivers in eastern Taiwan held less positive attitudes toward their relatives who had been suicidal than those in southern Taiwan. Many caregivers in eastern Taiwan (n = 5) said that they did not want to care for their relatives, and some (n = 3) had rejected them and hoped they would be readmitted to the hospital for a long time. Thus, 3 of the 15 participants perceived that they had to take care of themselves. Moreover, alcohol dependency and family violence negatively affected the communication processes in the families from eastern Taiwan. There was less interaction between the family caregivers and the discharged attempted-suicide participants in eastern Taiwan than there was in southern Taiwan. A consequence of this was that the family caregivers in eastern Taiwan refrained from monitoring the discharged participants' safety. Some examples from eastern Taiwan were as follows:
F18: It's a big problem that my daughter's an alcoholic. When she's drinking, I beg her to stop. However, she doesn't listen to me. So, I dump the alcohol down the sink and fight with her. I'm so upset and worried about her when she drinks. F22: My son behaves violently toward me after drinking. It was horrible when he picked up a stool and hit me. After that, I just can't look after him because I'm afraid of him. I'm always afraid my son might attack me when he's drinking.
F30: My son has a problem with alcohol. He becomes so violent. Once, he pushed me to the floor and I hurt the back of my head and had to go to the hospital. Another time we had a quarrel, he told me to go and live in a crematorium. I was shocked when he said that. Now, I just want him to leave. P22. In fact, I don't want to go home. If only I had somewhere else to go. My home has no meaning for me because my family members don't love me. I don't need them. I can take care of myself.
Family Caregivers in the Eastern Taiwan Group Provided Significantly Less Support Than Their Counterparts in the Southern Taiwan Group
In South Taiwan, participants perceived that they received support from family members (n = 12), friends (n = 9), religious beliefs (n = 6), healthcare professionals (n = 4), counseling hotlines (n = 3), and members of the public (n = 1). These findings differed from those in East Taiwan, where the participants perceived that they received support from healthcare professionals (n = 8), family members (n = 6), friends (n = 6), religious beliefs (n = 6), and teachers (n = 1). These results indicate that discharged attempted-suicide participants in southern Taiwan receive greater support from their families than those in East Taiwan. Participants in eastern Taiwan furthermore did not make use of counseling hotlines. They were aware of hospital resources but were unacquainted with other professional resources. Other results indicated that family members in eastern Taiwan were more likely to send their suicidal relatives to a hospital than their South Taiwan counterparts. Some examples of such include the following: P4 (South Taiwan): I was uncomfortable after being discharged. My chest was tight, and I couldn't breathe and wanted to die. One time, I tried to commit suicide by injecting air into a blood vessel with a syringe, but I didn't know how to do it. I was sad, and the lifeline came to mind. I called them, and they helped me calm down and feel better. F25 (East Taiwan): My daughter heard voices that told her she was not a worthwhile person and told her to die. I was afraid she would attempt suicide, so I asked her to go to the hospital, and she thought that was a good idea.
Discussion
The substantive theory was developed from the 12 categories that emerged from this study and relates to the collective findings from both eastern and southern Taiwan (see Figure 1 ). The substantive theory was similar to that of entitled, FA theory to guide families and caregivers of people at risk of suicide.' Only three subcategories (inadequate living conditions, families' attitudes toward suicidal exparticipants, and patients' self-care) were added to this study (see Figure 1) , with all others being identical. Thus, findings can be applied to other regions and areas in Taiwan (see Figure 1) . However, additional subcategories and concepts emerged, which show some differences in the care provided in eastern and southern Taiwan.
This study found that discharged attempted-suicide participants in East Taiwan faced more difficulties than those in South Taiwan because of economic disparities, lethality of methods used to attempt suicide, level of alcohol dependency, domestic violence issues, and availability of support systems. The dissimilar conditions between eastern and southern Taiwan may be attributable in part to the different ethnic makeup of the two regions.
In the current study, all participants from South Taiwan were ethnically Han Chinese. Two thirds of eastern Taiwan participants were ethnically Han Chinese, and one third were indigenous. Taiwan officially recognizes 13 indigenous tribes, with the Amis having the largest population (187,000) followed by the Paiwan (92,000; Department of Statistics, Ministry of the Interior, Taiwan, ROC, 2011). In the current study, eight of the participants were Amis and two were Truko. According to Ju (2000), Taiwan's indigenous population is less educated than the general population. Consequently, they do not have the same skills and resources as Taiwan's Han Chinese majority. Most indigenous adults work in temporary positions, typically on farms. Therefore, incomes are lower and living conditions are poorer. In addition, Chang and Kao (2000) reported that the high percentage of indigenous Taiwanese who drink excessively affects the economic status of this population and leads to family quarrels, domestic violence, and poor relationships. All of these factors negatively affected the discharged attempted-suicide participants in East Taiwan, because families were striving to make ends meet on a daily basis. These factors were not significant in South Taiwan.
Drinking is a serious problem among indigenous Taiwanese, with individuals drinking at all times of the day and night (Chu, 2000) . The current study found that discharged attemptedsuicide participants had violent behavior after drinking too much alcohol. These findings supported those of Bye, who reported that alcohol consumption is significantly associated with violence and an increase in alcohol consumption of 1 L per year per inhabitant predicted a change of approximately 8% in the violence rate (Bye, 2007) . Moreover, Gau and Cheng (2004) conducted a case-control psychological autopsy to examine the pattern of psychiatric morbidities contributing to accidental death across two indigenous groups (Amis and Atayal) and a group of Han Chinese in eastern Taiwan. In their study, they found that the risk of accidental death was significantly associated with alcohol use and other common mental disorders. Moreover, alcohol misuse related to higher levels of repeated suicide attempts (Sinclair, Hawton, & Gray, 2010 ).
In the current study, many discharged attempted-suicide participants from eastern Taiwan were violent toward their parents after a drinking binge. Alcohol and domestic violence issues negatively impact family relationships and reduce family support for discharged attempted-suicide participants. Several studies reported similar results (Garcia, Skay, Sieving, Naughton, & Bearinger, 2008; Sharaf, Thompson, & Walsh, 2009; Xing et al., 2010) . Therefore, reducing alcoholism among indigenous Taiwanese is an important health objective. Several studies report that cognitive behavioral therapy may reduce alcohol-related violence. For example, Easton et al. (2007) studied a sample of alcoholdependent men arrested for domestic violence (n = 85) in the United States. Easton found that those who attended a cognitive behavioral substance abuse/domestic violence group achieved a significant decrease in violent behavior from pretreatment to posttreatment and reduced the pretreatment mean of 6.6 violent episodes per month to a posttreatment mean of 0.95 violent episodes per month.
In the current study, only a few participants (n = 3) received support from counseling helplines. This finding concurs with a previous study published in the literature that found that 58% of those who had attempted suicide had sought help from hospitals, but only one had sought help from a counseling helpline (Lin, 2005) . However, Knizek, Akotia, and Hjelmeland (2010) interviewed 570 psychology students in Ghana and found counseling to be a good way of preventing suicide. Chinese culture deems suicide as a stigma (Sun, Long, Huang, & Huang, 2008) , a situation similar to Turkey, where the method of expressed suicide was less direct (Leenaars et al., 2010) . The counseling helpline offers a confidential and anonymous way of helping people who are at risk of suicide.
Over the last 50 years, the Taiwanese Government has set up several counseling helplines. However, some of the telephone numbers are difficult to remember. Thus, more work needs to be done to improve the system and provide more convenient services to people at risk of suicide (Taiwanese Society of Suicidology, 2007) . The current study found that participants in East Taiwan received more support from healthcare professionals than participants in South Taiwan and that families in East Taiwan were quicker to return discharged attempted-suicide patients to the hospital. Although hospital support is good, we must identify the reasons behind this phenomenon. According to Chen (2006) , 25.65% of a sample (n = 783) that had successfully committed suicide received psychiatric outpatient services in the year prior to their death. Further analysis showed that their visits to the hospital increased as they approached the taking of their own lives. Therefore, it is crucially important for family caregivers to receive education and training on all current known factors related to the prevention of suicide and the care of participants who have been suicidal. More research is required on this topic.
Study Limitations
This study had three main limitations. First, data collection from discharged attempted-suicide participants was difficult due the cultural shame associated with suicide. Consequently, it took over 2 years to collect data. Second, only three of the discharged attempted-suicide participants were men in the South Taiwan group, whereas there were seven men in the East Taiwan group. Researchers should work to achieve better gender-balanced populations in future studies. Third, participants were only treated by psychiatric units. Different units will be included in future studies.
Conclusions
The regions targeted by this study comprised diverse ethnicities and cultures. Different problems emerged from the findings in eastern Taiwan as opposed to southern Taiwan. Families in eastern Taiwan had economic problems, alcohol dependency, domestic violence, communication issues, and support problems. These factors affected family caregiver intentions to provide care for suicidal relatives. Care should be provided equally to all people regardless of ethnicity, culture, gender, or religion. Suicide prevention is everybody's business and requires a joint effort from all parts of society. Health providers should design health programs that meet the needs of Taiwan's indigenous populations. These programs may include education and training on safe drinking, alcohol abuse, family violence, and suicide prevention. Other government departments should consider providing easier access to education and improving the economic welfare of indigenous communities, which may, over the long term, improve their health and well-being. Awareness of different ethnicities and cultures, as well as their characteristic health patterns, could help nurses to advance hospital and community care. Nurses may consider using this theory as a guide to provide information to family members before relatives are discharged from the hospital. Nurses have a key role in teaching family members to provide care for people who are at risk of suicide. 
